Non-Hodgkin lymphoma diagnosed from a tracheal window biopsy R B Mitchell FRCS G Buchanan FRCS J R Soc Med 1998;91 : [643] [644] Most malignant tumours of the larynx and trachea are squamous cell carcinomas. Non-Hodgkin lymphoma (NHL) of the larynx and trachea has been described both in a form localized to the airway and as part of disseminated disease. The diagnosis is often delayed because the symptoms and signs are shared by other conditions1.
CASE HISTORY
A man aged 53, a non-smoker, had had worsening stridor for 10 hours. In the previous 3 months he had become short of breath with progressive hoarseness, weight loss and back pain, and in the three weeks before admission he had developed neck pain and weakness in the right arm. There was no history of sweating episodes or fever.
On fibreoptic nasendoscopy the vocal cords were poorly mobile and the right cord was thickened. Head and neck examination was otherwise normal. When intubation failed, an emergency tracheostomy was performed and a biopsy specimen was taken from the tracheal window (morphologically normal). This was followed by direct laryngoscopy with biopsy of a right vocal cord lesion. On immunocytochemistry the tracheal window biopsy specimen showed a grade 2 B-cell non-Hodgkin lymphoma ( Figure  1) ; examination of the laryngeal specimen was inconclusive.
Routine blood tests and bone marrow biopsy were normal. Computed tomography (CT) of the chest was clear. Abdominal CT showed hepatosplenomegaly with a few enlarged lymph nodes in the left para-aortic area and normal pelvis. A radiograph of the cervical spine showed involvement of the fourth cervical vertebra. He received 12 courses of chemotherapy with initially good results, then palliative radiotherapy to the neck. He died eight months after diagnosis, from disseminated disease.
COMMENT
Most laryngeal NHLs are supraglottic non-ulcerated tumours leading to long-term hoarseness2'3. NHL of the trachea presents with progressive dysphonia, cough and recurrent bronchial infections4.
Lymphoma in the airway is rare. Reviewing all the malignant lesions seen in the professorial unit of the Institute of Laryngology and Otology, London, between 1962 and 1980, Evans found that 5% were lymphoma and less than one-tenth of these involved the larynx or trachea.
Blatsios et al.5 showed that connective tissue malignancies accounted for less than 2% of neoplasia of the larynx and only half were lymphoma.
NHL of the larynx and trachea is a systemic disease, so the main purpose of surgery is to obtain biopsy material. On occasion, however, the surgeon may play a greater part.
Weisberger and Davidson6 described a child with extensive involvement of the trachea and larynx and associated cartilage destruction requiring a tracheostomy followed by a laryngotracheoplasty with anterior rib cartilage grafting. Gregory7 showed that, of the 40 cases published up to 1981, most remained localized to the airway and consequently had a good prognosis with radiotherapy; however, chemotherapy is increasingly used for localized aggressive lymphomas, sometimes even alone5. With disseminated NHL involving the larynx and trachea, combined radiotherapy and chemotherapy is often necessary.
Renal carcinoma with acute mastoiditis N J Mansell BSc FRCS J R Soc Med 1998;91:644-645
With improved living conditions and the advent of antibiotics, acute mastoiditis has become a rarity: the annual incidence in the European Community is about 0.004%1. The condition predominantly affects children and in one series 47% of cases were in children under one year old2. An episode of acute suppurative otitis media is the usual aetiology and the most likely causal organisms are pneumococci and beta-haemolytic streptococci; anaerobic organisms may also be present. The classic sign of acute mastoiditis is retroauricular swelling with protrusion of the auricle in association with features of acute otitis media3. We report a case with typical features that proved misleading.
CASE HISTORY
A man aged 30 came to the ear, nose and throat department with a 4-day history of swelling over the left mastoid process associated with otalgia and some diminution in hearing threshold following an upper respiratory tract infection. In the preceding year four similar but less severe episodes had resolved spontaneously. As a child he had had an adenoidectomy and grommet insertions. On initial examination he was feverish with a 3 cm diameter erythematous tender swelling over the left mastoid process and obliteration of the post-auricular sulcus. On auroscopy, most of the tympanic membrane was obscured by swelling of the postero-superior external auditory canal wall. The apparent part of the pars tensa seemed normal. Tuning fork testing indicated a left-sided conductive hearing loss. The working diagnosis was acute recurrent mastoiditis and the patient was started on intravenous cefuroxime and metronidazole. Over the next 24 hours the clinical signs improved and within 5 days the patient had returned to normal. He was discharged to be reviewed in the outpatient department.
Two weeks later he returned with a further 2-day history of a firm swelling behind the left ear. Again the 3 cm postauricular mass was noted but on this occasion there was no associated fever, erythema or tenderness suggestive of infection. In addition the tympanic membrane was normal. A fine needle aspiration biopsy of the mass revealed cells highly suggestive of an oncocytic epithelial neoplasm possibly originating in the parotid. A magnetic resonance scan indicated a 4 cm soft tissue mass lying at the origin of the sternocleidomastoid muscle invading the bone of the mastoid tip with growth towards the posterior fossa. Only a thin layer of dura separated the mass from the left lobe of the cerebellum. The appearances were thought suggestive of a soft tissue mass, possibly benign although locally invasive (Figure 1) . Review of plain X-rays of the temporal bones revealed bony destruction of the left mastoid process (Figure 2) .
The patient was referred to the combined ENT/ neurosurgical clinic for a further opinion, but while awaiting investigation he developed heavy haematuria. An intravenous urogram and renal biopsy confirmed the presence of a large right renal cell carcinoma that on review was the origin of the temporal bone metastasis. The patient received chemotherapy and radiotherapy but died six months later. 
